Operation: 3.5.54: 1l socket reopened, lI extracted and transplanted into 1I socket.
Fixation by acrylic cap splint with reinforcing wire. Post-operation X-ray ( Fig. 3c ) 11.5.54 . Splint removed 20.7.54. X-ray and photograph 21.12.54 ( Fig. 3D and E).
Case IV.-A. H., female, born 1944. Patient not present. Follow-up details of a case originally given as a Casual Communication before this Section (25.1.54; unpublished) .
April 1952: X-ray examination disclosed all permanent series present except r5; fE had been extracted (Fig. 4A ). Decision to make artificial crypt in 5 region and transplant complete uncalcified follicle of 81 into the artificial crypt in [5 area. Thereafter to enlarge the space between R4 and [6 to accommodate the larger size of tooth.
Operation.-10.5.52 as above, the mucosal flaps in r area being approximated by sutures.
Healing uneventful. 6.7.53, Schwartz plate inserted for enlarging space (CS). 23.5.52: Postoperative X-ray ( Fig. 4B ). 22.3.55: X-ray showing progress of calcification ( Fig. 4c ). [April 25, 1955] Congenital Epulis (Granular-cell Myoblastoma or Fibroblastoma) in a Ten-weeks-premature Infant By GEORGE T. HANKEY, O.B.E., T.D., F.D.S., M.R;C.S.Eng., L.R.C.P.Lond.
History.-On 22.2.54 a female infant, H. M., was born ten weeks prematurely after a normal delivery. The mother had infective jaundice. The infant weighed 3 lb. 12 oz. at birth. The only abnormality was a pedunculated tumour growing from the gum of the right lower molar region, making closure of the mouth difficult and suckling almost impossible. Radiographs of the jaws and skull taken one week later showed both bony development and calcification of the unerupted deciduous.
teeth to be normal. (Fig. 1) epulis) taken immediately was ovoid in shape, smooth and firm, and covered with normal after removal. The sur-pink mucosa. Its base, where attached to the gum, was 0 7 cm.. face of attachment is at in diameter, and its long diameter which projected into the the bottom. 1-2 x 0 7 cm. mouth, was 1 2 cm. in length. The cut surface showed a homogeneous greyish appearance. Histological report.-Section shows an outer layer of keratinized squamous epithelium enclosing very vascular and cellular connective tissue, in which are small numbers of' inflammatory cells. The blood vessels are of capillary type, and around them, in the super-ficial dermis, are numerous spindle-shaped cells with large nuclei and larger rounded cells with abundant granular cytoplasm which does not stain with scharlach R (Fig. 2 ). In the deeper tissues the lesion is obscured by much cellular vascular tissue (Fig. 3 ). The appearances are those of "granular myoblastoma".
Discussion.-Probably the first writer to describe such a tumour in a newborn infant wasg vessels. The tumour formation is lying immediately beneath a normal squamous epithelium. Various stains for fat were tried, but were not taken up by the granules.
Neumann (1871). He called it a "congenital epulis". Abrikossoff (1926) under the title "myoblastenmyome" (reduced by later writers to "myoblastoma") described peculiar growths of the tongue and other parts consisting of large rounded, ovoid or elongated cells with acidophil granular cytoplasm, which in some tumours showed longitudinal and crossstriations and transitions to undoubted muscle fibres, but which in other tumours showed no such evidence of their origin. Horn and Stout (1943) and others applied the name "myoblastoma" to similar tumours of the skin and breast and situations which normally contain no striated muscle, where it was assumed that the tumours "arise from embryonal rests of aberrant myoblastic tissue". Willis (1948) discusses the pathology of this group of tumours at length, and his conclusions are as follows: "(i) The benign granular-cell 'myoblastomas' of the tongue and of other skeletal muscular tissue are not tumours but degenerative or regenerative lesions of muscle fibre. True neoplasms of this appearance should be called 'rhabdomyomas'. "(ii) Lesions of similar appearance in tissues where no striated muscle is present should not be called 'myoblastomas'; their muscular nature is unproved."
In fact, Willis considers that the term "myoblastoma" should be discarded altogether. "In spite of the undifferentiated appearance of their cells and not infrequent infiltration of adjacent tissues, these tumours are benign, neither ulcerating, metastasizing nor recurring after removal. Their common sites of occurrence suggest a traumatic origin." Pearse (1950) in a detailed histochemical and morphological survey of 6 cases of so-called granular cell myoblastoma, advanced the theory that the tumours are "lipoid-containing granular cell fibroblastomas" and regarded the enlargement of the tumour and its infiltrative quality as due to a centrifugal spread of the granular cell change in fibroblasts". Custer and Fust (1952) added 7 cases of "Congenital Epulis" to some 40 already reported. They varied in size from 5 mm. in diameter to several centimetres and occurred more often in the upper incisor region and mostly in females. Bauer and Bauer (1953) in a paper entitled "The so-called Congenital Epulis", concluded that the tumour is a "granular-cell fibroblastoma" resembling the so-called "granular-cell myoblastoma", but that it is formed by the transformation of fibroblasts present either in T-,--It "l-r---the sub-epithelial connective tissue, in the periand endo-neurium of the nerves of the gum, or in the tooth sac.
Conclusion.-It is evident that the tumour here reported has nothing histologically in common with the traditional "epulis", fibrous or peripheral giant cell, as described by Thoma (1954) , but rather that it is a tumour deriving from embryonic cells. AVASCULARITY, necrosis, infection-an ominous triad indeed and yet symbolizing completely the sequence of events in radionecrosis or radio-osteomyelitis (Seldin et al., 1955) .
Some Aspects of the
The term radio-osteomyelitis infers that all cases of osteoradionecrosis are infected, but this is not so. The degree of involvement of soft tissues will determine whether infection precedes or follows the process of necrosis in the neighbouring bone. While it is true to state that radionecrosis is less frequently encountered at the present time in view of the advances which have been made in radiotherapeutic techniques, the condition, when it does present, still causes considerable concern. The insidious progress, the damage to the local tissues, and the potentially crippling general effect in respect of the patient, do, of themselves, merit attention.
Statistically, the mandibular and maxillary regions, the sole of the foot, and the skin of the lower limb, are most prone to the adverse effects of irradiation. The individual variance in tissue response to therapy is undoubtedly one of the attributable factors (Windeyer et al., 1947) . Again it would appear that the same tissues in varying anatomical sites will give a different response when irradiated-an observation which was, in fact, made by two of the earlier writers on the subject, namely Recamier in 1905 and Regaud in 1922. The cell response varies with the individual tissue exposure to stress and strain, be it physiological or pathological.
To understand the process of radionecrosis, in so far as it affects the mandibular and maxillary regions, it is necessary to be familiar with the tissues involved, and with the salient anatomical features. The tissues concerned are skin, connective tissues, muscle, bone, dental structures, nerve tissue, vessels, salivary glands, and mucous membrane. It should be appreciated that roentgen therapy, radium therapy and the other forms of radiation employed in the control or treatment of neoplasms do so in essentially the same manner, namely by limitation of cell growth or, in some instances, by actual eradication of the cells concerned. While primarily designed to control cell growth, it is all too obvious that the so-called normal cell may be exposed to considerable danger. The type of irradiation employed, the dosage, and the method of administration are directly related to the effects produced on the tissues exposed. It must be understood, however, that factors of an unforeseen or unassessable nature may predispose to the formation of radionecrotic processes-overdosage with associated massive cell death; "scatter", that is leakage of radiations in the surrounding tissues; the adverse effects of secondary irradiations from bone
